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ed.2012.Abstract Health insurance planned and implemented according to the shari’at is considered a form
of mutual self-help, takafulijtimae. The purpose of protecting life, maqsadhifdh al nafs, makes equi-
table access to the basic and necessary health services a basic right of every citizen to be fulﬁlled by
the family, the community and the state in that order of increasing responsibility. Health services
beyond the basic necessary ones are considered a privilege; they fall under the categories of needs,
haajiyaat; complements, mukammilaat, and embellishments, tahsinaat, that can be provided to each
according to economic ability. Health insurance helps reduce disparities in health care among var-
ious socio-economic groups but does also introduce new ones. This paper reviews empirical expe-
riences of various aspects of health insurance from the perspectives of purposes of theshari’at and as
they relate to the major ethical issue of equity. The issues reviewed are: access, coverage, type of
care, quality of care, utilization of services and type of insurance. The paper reaches two conclu-
sions: (a) health insurance improves access to health care but does not always assure equity, (b) pri-
vate insurance is generally more effective but has objectionable aspects from the Islamic Law
perspective. The paper recommends adopting some of the free market tools of private insurance
to increase quality and efﬁciency of government or cooperative community insurance but making
sure that the objections of jurists to commercial insurance are eliminated.
ª 2012 Taibah University. Production and hosting by Elsevier Ltd. All rights reserved.Introduction
Health insurance
Insurance is a component of social security and social justice.
It may be provided by the state, by the community, by privateedicine, King Fahad Medical
.
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10.003for proﬁt entities or a combination of all these. It serves two
main functions: psychological and ﬁnancial. Psychologically,
insurance gives reassurance that a person is safe in any catas-
trophe that will occur in the future.1 Financially it ensures that
in case of a catastrophe help in the form of services, goods, or
money will be provided and the insured or family will not be
ﬁnancially ruined by catastrophic payments. The psychological
beneﬁts are more valued than the ﬁnancial ones because many
of the insured who do not fall sick ever get ﬁnancial beneﬁts
from the insurance but they stay reassured of their security
all the time.
The concept of social mutual self-help, mafhuum al takaful
al ijtimae, is the underlying basis for insurance. Takaful exists
informally in any community as a network of mutual self-help
made up of relatives, friends and charity institutions. EachLtd. All rights reserved.
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help when in distress. With the growth of large urban societies,
the closely-knit family and kin networks that used to provide
mutual social support became inadequate. The traditional
safety networks could not cope in a modern society with higher
risk proﬁles and even more expensive ways of mitigating risks.
New forms of takaful became necessary. Takaful took the form
of the community pooling its resources in a cooperative insur-
ance scheme or the government playing the role of insurer
using general tax revenues or a special levy for insurance.
Health Insurance is a form of social mutual self-help that
ensures medical care for the insured. The community and indi-
viduals are better off ﬁnancially under a health insurance
scheme than if each individual had to meet health costs on
his/her own. Health insurance is basically a ﬁnancing mecha-
nism for health care to make sure that health care is available
all the time but without the catastrophic out of pocket pay-
ments that would bankrupt an individual with severe illness.
Health insurance enables access in general, and by assuring
easy access to the system increases the use of speciﬁc services
especially preventive ones. Its essence is pooling risk and pool-
ing resources. Individuals participating in the insurance
scheme draw upon the resources each according to need. How-
ever those citizens who contribute to health insurance costs but
do not need the services are subsidizing fellow citizens; this
falls under the rubric of mutual social support, takaful ijtimae.
Insurance could be based on the family unit, the community,
and the state. Members of the family, the general community,
or special community groups such as employment groups can
pool their resources in a community-based health insurance
scheme that could be called mutual health insurance. If all
these cannot provide the service the state has to be involved be-
cause ultimately it is responsible for the purpose of the law
protecting life, hifdh al nafs, and to ensure takaful ijtimae.2
In public insurance schemes, the resources are provided by
the government and this is usually universal insurance because
the government cannot discriminate among its citizens. It must
be remembered that government resources are, in the ﬁnal
analysis, from individuals who pay taxes. Government insur-
ance is economically more efﬁcient than direct service provi-
sion at government hospitals.
Health insurance and the purposes of the Law
Protection of life, hifdh al nafs, is the over-riding purpose of
medicine. Health insurance coverage provides a ﬁnancial
mechanism to protect and promote good health by making
sure that patients have access to care. If there was no health
insurance many ill people would not seek care because of cat-
astrophic medical bills that are beyond the resources of the
average citizen. Availability of insurance encourages disease
prevention and early treatment before the disease develops
complications. Availability of health insurance with no safe-
guards could be negative by facilitating demand for and access
to high risk complex interventions associated with higher mor-
bidity some of which may be unnecessary and of doubtful use.
Health insurance does not beneﬁt only the individual it is for
the whole community: healthy parents take care of the health
of children who will grow into healthy productive adults.
Healthy workers beneﬁt the national economy, and healthy
medical professionals contribute to the general health of the
population.The purpose of protection of resources, hifdh al maal, is as-
sured by providing health insurance coverage to as many as
possible in the community. This conserves healthcare resources
by making sure that citizens are treated early in the course of
disease so that they do not get into complications that will cost
more to treat. Healthy citizens are economically more produc-
tive and contribute to the overall wealth of the community.
Insurance coverage can create a situation of resource wastage
when people seek services unnecessarily in the knowledge that
they do not pay from their pockets. Resources could also be
wasted when a private for-proﬁt health care provider provides
unnecessary services to maximize proﬁts.
Health care can be both a right and a privilege. All of us
agree that healthcare is a natural right of every human being
but we may not reach consensus on the difference between ser-
vices that are a right and those that are a privilege. We may
also not reach consensus on who pays for the citizen’s right
to health care. The immediate family has always in human his-
tory undertaken the duty of providing health care treating, car-
ing for the sick, and nursing them back to health. Within the
family mothers became specialist care givers. As communities
became bigger, the duty of providing health care expanded
to cover specialist healers who combined priestly and medical
duties. Out of this community role arose specialist healthcare
organizations and hospitals. Government involvement in
healthcare arose quite late but did not displace the family
and the community because it never had resources to provide
all the health care needed. In the end healthcare became a
shared burden by the family, the community, and the govern-
ment. Not to be forgotten is the individual’s role in his/her
healthcare. Government involvement in healthcare raises the
issue whether the citizen has a right to get health care from
the state or whether the state provides healthcare at its own
discretion as a privilege? There is no simple answer to this
question but various schemes of health insurance have tried
to navigate between healthcare as a right and healthcare as a
privilege. Treating healthcare as a right requires universal
insurance of all citizens which is impossible because of limited
resources. Treating healthcare as a privilege will allow the state
to provide selective health insurance coverage using criteria
such as poverty or special vulnerability of groups such as chil-
dren, the elderly and women.
Equity is the central ethical issue in health insurance. Not
all insurance schemes have solved the problem. Malaysia while
considering introducing a National Health Insurance program
was aware of the painful reality that the new system would be
less equitable than the current tax ﬁnanced system.3 An ideal
health insurance system will eliminate inequities and not create
new ones. Equity considerations related to the purpose of pro-
tecting health include equitable access and equitable coverage.
Equity considerations related to the purpose of resources are
essentially assurance that patients of various socio-demo-
graphic proﬁles are treated equitably in the allocation of types
of health care resources by type of services, utilization and
ﬁnancial burden.Meterials and Methods
A list of issues in health insurance with ethical implications
was drawn up by reviewing publications on insurance in the
past 5 years from the PUBMED data base. Speciﬁc articles
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the following terms: access, equity, coverage, disparity, utiliza-
tion, private insurance, public insurance, preventive services,
emergency care, continuing care and risk. Ethical issues explic-
itly mentioned or adduced from the articles as well as contem-
porary approaches to their solution were discussed using the
general conceptual framework of the purposes of the Law,
maqasid al shari’at.4 The two main purposes used were that
of life, hifdh al nafs, and resources, hifdh al maal. In view of
limited resources, prioritization of service provision was based
on the scale proposed by Imam Abu ishaq al Shatibi as neces-
sities, dharuraat; needs, haajiyaat; complementaries, kam-
aliyaat, & embellishments, tahsinaat. Equity is being based
on provision of the necessary services, dharuraat. The analysis
looked at the overall fulﬁllment of the purposes of the Law as
well disparities and other causes of inequitable beneﬁts and re-
source allocation. Conclusions from the analysis were the basis
for recommendations at the end of the paper.
Access
Health insurance enrolment contributed to protection of life
by increased overall access to health care. Studies in several
countries showed that insurance enabled access to preventive
services, earlier detection and treatment of major and chronic
illnesses, hospital admission,5,6 assured continuity and quality
of care from a regular source of primary care,7 decreased un-
met health needs by better access to primary care and not nec-
essarily by increased emergency room utilization or
hospitalization.8 Micro health insurance units in the Philip-
pines improved income-related equality of access to hospital-
ization and medical consultation.9 In Mexico public security
insurance, Seguro Popular, appeared to improve access to
healthcare.10 Insurance in North Carolina was successful in
increasing access for its enrollees.11 In Egypt insurance signif-
icantly improved access by increasing visit rates and reducing
ﬁnancial burden of use out-of-pocket expenditures.12 In Indo-
nesia mandatory insurance coverage had positive overall im-
pact on health care services and health care outcomes in
addition to speciﬁc improvements especially among the poor.13
Provision of insurance was especially important for the
more vulnerable members of the population: immigrants, chil-
dren and mothers. Insurance coverage enabled children access
and utilizes healthcare14 and dental services15 and assured con-
tinuous coverage.16 Insurance coverage of poor children espe-
cially through schools assured higher access.12 Disadvantaged
children (poor, immigrants and minorities) got routine and pri-
mary care services on being insured.17 Membership of a com-
munity based health insurance was associated with use of
maternal services.18
Lack of insurance was a barrier to getting healthcare. The
uninsured suffered from many disabilities: signiﬁcantly lower
visit rates,19 inadequate care when they got injuries or chronic
diseases,20 lack of routine health examinations & screening
from a regular source of care,21 and poorer quality of treat-
ment related to absence of a usual source of care.22 Control
of hypertension and elevated LDL was worse in the unin-
sured.23 Limited insurance coverage and ﬁnancial constraints
explained some of the racial/ethnic disparities in access to
some procedures24 or screening services.25Introduction of insurance in a country or community did
not ensure equity of access for all socio-economic classes; the
equitable community-based insurance scheme in Armenia is
one of the few exceptions.26 Mandatory health insurance in
Indonesia increased access without a positive impact on
equity.13 The poor might not be able to navigate the bureau-
cratic processes to access insurance they are eligible for.27
Immigrants had high rates of un-insurance.28 Many of the dis-
advantaged members of the population even after being in-
sured had barriers29 such as distance to the hospital, lack of
awareness, administrative gridlock,30 out of pocket payments
to access insured services, difﬁculty in reaching physicians
and making appointments31 and catastrophic health expendi-
tures,32 and medical debt.33 Insurance related to work might
not be available in periods of unemployment.34
Coverage
Health insurance contributed to protection of community
health by wide coverage; however this ideal was not achieved
often because inequities existed in insurance coverage based
on socio-economic variables. In China health disparities in
insurance coverage existed despite overall economic develop-
ment with fears that vulnerable groups such as women,
short-term workers, immigrants might be left out.35 In Ghana
the poor had lower insurance enrolment36,37 and measures
such as premium exemptions were proposed to address this.38
In Kentucky, the overall health insurance rate of working-age
adults was inﬂuenced by employment status and income.39 In
Ontario universal coverage achieved equity in primary care
but not in access to specialist care with the educated being at
an advantage.40 Disparities in health insurance coverage were
observed in the US by ethnicity.41
Coverage of certain conditions either in public or private
insurance was controversial for example non-therapeutic abor-
tion.42,43 Diseases due to individual risky lifestyles like abuse
of alcohol and tobacco increased health expenditures for
example in Japan cardiovascular risk factor clustering and
being overweight were useful predictors of medical expendi-
tures.44 Those living healthy lives subsidized those who
adopted risky behaviors. Insurance organizations were able
to solve such problems by charging higher premiums for those
with risk factors. An ethical question arises: is this fair? Is it the
personal fault of the patient? If it is a personal fault should it
be punished? No easy answers can be found for these
questions.
Type of care
Health care can be dichotomized in various ways: preventive
vs. curative, emergency vs. continuing, and inpatient vs. outpa-
tient. Health insurance had an impact on the balance of pre-
ventive and curative services in the protection of life. Men
who had insurance were more likely to have early disease
screening.45 Low-income and/or uninsured women continued
to have the lowest mammography screening rates.46 Health
insurance status explained racial/ethnic disparities in access
to routine physical and dental examinations.47 Private insur-
ance companies capitalized on the cost efﬁciency of preventive
services by deliberately including coverage of preventive
64 Omar Hasan K. Kasulemeasures48 or including a prevention bonus in the health insur-
ance program that decreased health spending per enrollee49 be-
cause of early detection and treatment of disease. Insurance
assures continuation of care after an emergency. In the absence
of insurance coverage, untreated complications following an
emergency episode bring the patient back to the hospital.
Availability of health insurance may violate the purpose of re-
source conservation by encouraging use of more expensive
emergency services instead of primary care services. In Japan
nearly 15% of all emergency department visits were non-emer-
gent; an additional 20% were emergent-preventable with pri-
mary care.50 In the US Medicaid insurance enrollees had had
higher rates of visits to emergency departments mostly for
upper respiratory tract infections.51 In China insurance ap-
peared to be more efﬁcient overall in allocating health care re-
sources by substituting outpatient care for more expensive care
at emergency or inpatient settings.52
Quality of care
The type of services provided under different insurance types
had an impact on the quality of services which has an impact
on the fulﬁllment of the purpose of protecting life. Insurance
type had a signiﬁcant effect on the insulin management plan
used and was the most signiﬁcant factor in overall diabetes
control publicly insured at disadvantage.53 US signiﬁcant ra-
cial and health insurance status disparities in prescription med-
ication use and expenses persisted after controlling for socio-
demographic, geographic, and health status characteristics.54
Socio-economic factors affected quality of services among
the insured. In Korea the quality of diabetic care among those
universally insured varied by educational level.55 In Vietnam
even among the insured, the richer got higher quality care.56
In the Canadian universal health care system, access to cardiac
catheterization after acute myocardial infarction varied
according to socioeconomic status.57 In China despite reform,
people with poor socioeconomic status continued to be disad-
vantaged in accessing expensive and advanced diagnostic
technologies.52
Some research suggested that insurance coverage may have
little or no impact on some indicators of healthcare. A US re-
port showed that adjusted for demographic, health status, and
health behavior characteristics, the risk of subsequent mortal-
ity was no different for uninsured respondents than for those
covered by employer–sponsored group insurance at baseline.58
In Taiwan increased utilization of health services did not re-
duce mortality or lead to better self-perceived general health
status for Taiwanese elderly.59
Utilization of services
Insurance enrolment had a direct impact on services utiliza-
tion. Expansion of healthcare coverage to uninsured people
in Mexico was associated with greater use of antihypertensive
treatment and blood pressure control, particularly in areas
with a greater supply of health professionals.60 In Spain health
insurance status had a statistically signiﬁcant association with
utilization, which was independent of the other socio-eco-
nomic factors (age, gender, country of birth and social class).61
In Rwanda health insurance coverage increased services utili-
zation.62 Taiwan’s National Health Insurance had signiﬁcantlyincreased utilization of both outpatient and inpatient care
among the elderly, and such effects were more salient for peo-
ple in the low- or middle-income groups.59 In the US and Can-
ada individuals with optional vision insurance and those with
higher income levels were more likely to use eye care services.63
In China the new insurance plan led to a signiﬁcant increase in
outpatient care utilization by the lower socioeconomic groups,
making a great contribution to achieving horizontal equity in
access to basic care.52
Type of insurance
Insurance coverage can be public or private. The private could
be commercial or not for proﬁt. Empirical studies have found
signiﬁcant differences in access, cost burdens, and problems
with health insurance that are associated with insurance
design.64 The type of insurance also affected the quality and
economic efﬁciency of health care.
Private insurance was promoted as a market-based mecha-
nism to solve health provision problems that the public sector
failed to address.65 Public perceptions were that private insur-
ance was better. In Uganda respondents argued that they
would maintain their private health insurance in addition to
enrolment in the National Health Insurance Scheme because
of perceived low quality of services in the public sector.66 Some
of these perceptions were shown to be true by empirical re-
search. The privately insured experienced lower mortality,67
got more physician contact time,68 used new and recom-
mended drugs more,69 had fewer doctor visits, experienced
shorter waiting for surgery,70 and got treatment at specialist
clinics.71 After adjustment for demographic and health status
differences, quality of care was lower for children with public
than those with private health insurance on most measures.72
Publicly insured children had more complex and severe prob-
lems than the privately insured.73 There is a tremendous
inequality of access to surgical specialty health care for chil-
dren with government-funded insurance compared to those
with commercial insurance.
Discussions
Access
Health insurance fulﬁlls the purpose of protecting life by
increasing overall access to services but does not assure all
types of access measured as overall accessibility (ease of admis-
sion to a health facility), contact accessibility (ease of contact-
ing providers), appointment accessibility (ease of getting an
appointment for the desired service), and geographic accessi-
bility (proximity of providers to patients).31 Health insurance
assures access to health care by removing a ﬁnancial barrier
because a patient’s decision to seek care is not inﬂuenced by
worries about catastrophic health expenditures.74 Insurance
removes the problem of basing decisions about seeking medi-
cal care on cost rather than on need.75 Health insurance im-
proves access to services among the insured but does not
fully address the ethical issue of equity. Under the purpose
of protecting life, equity would require that all citizens have ac-
cess to the necessary, dharurat, services. Equity lacks for those
not insured and even among the insured the richer and more
educated get better services either by more effective use of
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The purpose of protecting life will, in my opinion, treat the
provision of basic services needed for survival as a right for
each citizen. Such services would fall under the priority cate-
gory of necessities, dharuraat. The legal deﬁnition of dharurat
is what is needed for immediate protection of life and health
from severe adverse consequences. Medical services beyond
the basic necessities would fall under the categories of needs,
haajiyaat, complementaries, mukamilaat, and embellishments,
tahsinaat, all of these categories being treated as privileges
and not as rights. The community and its absence the state will
be required, within its resource constraints, to provide services
categorized as rights either by providing freely accessible
health facilities or by universal insurance coverage.
Coverage
The term coverage has three or more meanings in insurance
practice. It can mean the extent to which the insurance scheme
reaches more people; high coverage means more people are in-
cluded. The term can also be used to refer to the services in-
cluded in a particular insurance scheme. Coverage has also a
time dimension some people may be under insurance coverage
all the time while some are on and off insurance depending on
factors such as employment continuity. The ideal of universal
coverage is not realized in practice.76 According to the purpose
of life all citizens should ideally have comprehensive coverage
all the time but this is not feasible because of resource and
other constraints. Equity requires that essential services, dhar-
urat, directly related to life preservation should be covered for
all citizens. Beyond that services should be covered according
to the available public or community resources or according
to personal resources.
Type of care
Inequity occurs when the uninsured use curative services and
emergency services for advanced disease because they had no
access to primary care. The purpose of protecting life and
health can be achieved more efﬁciently by preventive as op-
posed to curative care and by using continuing care and not
emergency care. Preventive and continuing care cost less and
are more efﬁcacious for health protection and promotion.
Those without insurance will delay seeking preventive care be-
cause of ﬁnancial barriers until the disease is advanced and re-
quires curative intervention. Theoretically, insurance has a
double-edged effect among those enrolled depending on levels
of education and socioeconomic status. It may encourage early
preventive care by making it more accessible. It may also dis-
courage preventive care in some segments of the population as-
sured that curative care will be available whenever needed but
a study showed that insurance-enabled access to curative ser-
vices does not discourage seeking preventive care.77
Quality of care
The issue of equity arises between the insured and the unin-
sured. It also arises among groups of the insured who do not
have the same access to quality care. Health insurance in all
its forms is double-edged. On one hand it increases access
for more people to health services overall (positive equity)
but on the other hand creates differences in the quality of caredepending on socio-economic gradations (negative equity).
The educated and higher socio-economic can access higher
quality services either because of paying for more insurance
or by more sophisticated use of available services.
Utilization of services
Removing the ﬁnancial barrier of an out of pocket expense for
seeking medical care should theoretically lead to over utiliza-
tion of services. This is understandable because of anxiety over
health which will lead a healthy person to seek diagnostic ser-
vices at the slightest suspicion of disease. There is no much
documentation in the literature reviewed of excessive services
utilization because of insurance enrolment.
Type of insurance
No health insurance scheme is ideal. Health insurance systems
vary widely among different countries and among different re-
gions of the same country. Insurance may be public, private, or
a hybrid. Community based insurance schemes have not
worked as well as would have been expected. In Cambodia
and Laos paying insurance premiums for the poor was more
costly than direct reimbursement of the provider.78 Commu-
nity health insurance schemes could not work properly without
government intervention.74 There is consensus that coopera-
tive insurance and universal government provided insurance
are permitted. Controversy is about commercial insurance that
is for-proﬁt. Al Mahmoud summarized reasons of jurist objec-
tions to commercial insurance as betrayal, gharar; usury, riba
al fadl & and riba al nassia, gambling, qimar, trading in debts,
bay’udayn bi dayn, unfairness, ghabn, and ﬁnancial fraud.79
Commercial insurance by introducing a selﬁsh proﬁt motive
generated a lot of juridical controversies that we do not want
to enter into in this paper but will just mention them because
the grounds for jurist objections relate to the ethical issues of
equity that are the focus of this paper. The perceived higher
efﬁciency of commercial enterprises in this era of free market
has kept the issue of commercial insurance lingering. Many
commercial insurers have come with products that address
some of these objections. Free market mechanisms are associ-
ated with some forms of efﬁciency as well as disadvantages.
Commercial private insurance has been the preference of many
patients who can afford it because of perceived efﬁciencies.
However in its present form it is unacceptable. The question
can be raised whether changes in commercial insurance can re-
move the objectionable haram aspects whole beneﬁting from
the free market advantages?Conclusions
We can derive a conclusion from this survey that health insur-
ance helps fulﬁll the purpose of protecting life by increasing ac-
cess to health services it however does not and may be cannot
assure equity. Perfect equity will require social reforms beyond
health and insurance.Recommendations
Increasing access and equity will require more efﬁcient insur-
ance management. This will necessitate adopting some of the
66 Omar Hasan K. Kasulefree market tools in the two forms of insurance that Islamic
Law allows: (a) universal insurance sponsored by government
revenues and (b) cooperative insurance, ta’aminta’awuni, based
on community contributions with no proﬁt motive. The aim
should be delivering insurance products that address the objec-
tions of the jurists.
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